ABSTRACT Objective: evaluate the religiosity and the religious/spiritual coping of people living with HIV/Aids. Method: descriptive, cross-sectional study with quantitative approach, conducted in a reference HIV/Aids outpatient clinic in a university hospital of Recife-PE, Brazil, from June to November 2015. At total of 52 people living with HIV/Aids (PLWHA) participated in the research, which employed own questionnaire, the Duke University Religion Index (DUREL), and the Religious/Spiritual Coping Scale (RCOPE). Results: the sample presented high indices of organizational religiosity (4.23±1.66), non-organizational religiosity (4.63±1.50), and intrinsic religiosity (13.13±2.84). Positive RCOPE was used in high mean scores (3.66±0.88), and negative RCOPE had low use (2.12 ± 0.74). In total, use of RCOPE was high (3.77±0.74), having predominated the positive RCOPE (NegRCOPE/PosRCOPE ratio=0.65±0.46). Conclusion: it is evident the importance of encouraging religious activity and RCOPE strategies, seen in the past as inappropriate interventions in clinical practice. Descriptors: Spirituality; HIV; Long-term Survivors of HIV; Coping; Nursing. RESUMO Objetivo: avaliar a religiosidade e o coping religioso-espiritual de pessoas que vivem com HIV/aids. Método: trata-se de estudo transversal, descritivo, com abordagem quantitativa, realizado em um ambulatório de referência em HIV/aids de um hospital universitário do Recife-PE, entre junho e novembro de 2015. Participaram da pesquisa 52 pessoas vivendo com HIV/aids (PVHA), utilizando-se questionário próprio, a escala de índice de religiosidade de Duke e a escala de coping religioso-espiritual (CRE). Resultados: a amostra apresentou elevados índices de religiosidade organizacional (4,23 ± 1,66), não organizacional (4,63 ± 1,50) e intrínseca (13,13 ± 2,84). O CRE positivo foi utilizado em escores médios altos (3,66 ± 0,88), e o CRE negativo teve baixo uso (2,12 ± 0,74). No total, o uso do CRE foi alto (3,77 ± 0,74), tendo predominado o CRE positivo (razão CREN/CREP = 0,65 ± 0,46). Conclusão: torna-se evidente a relevância de encorajar atividade religiosa e estratégias de CRE, vistas no passado como intervenções inadequadas dentro da prática clínica. Descritores: Espiritualidade; HIV; Sobreviventes de Longo Prazo de HIV; Enfrentamento; Enfermagem. RESUMEN Objetivo: evaluar la religiosidad y las estrategias de afrontamiento religioso-espiritual en personas que viven con VIH/SIDA. Método: estudio transversal, descriptivo, con abordaje cuantitativo, llevado a cabo en un ambulatorio de referencia en VIH/SIDA de un hospital universitario de la ciudad de Recife, Brasil, entre junio y noviembre de 2015. Del estudio, han participado 52 sujetos que viven con VIH/ SIDA, en lo cual se empleó cuestionario propio, la escala de religiosidad Duke, versión brasileña, y la escala de afrontamiento religiosoespiritual (CRE). Resultados: la muestra presentó altos índices de religiosidad organizacional (4,23±1,66), no organizacional (4,63±1,50) e intrínseco (13,13±2,84). Se utilizó CRE positivo en puntajes medio altos (3,66±0,88), y CRE negativo en bajos (2,12±0,74). En total, la utilización de CRE fue alta (3,77±0,74), siendo predominante CRE positivo (razón CREN/CREP = 0,65±0,46). Conclusión: se muestra relevante alentar las actividades religiosas y estrategias de CRE, en el pasado conocidas como inapropiadas en la práctica clínica. Palabras clave: Espiritualidad; VIH; Sobrevivientes de Largo Plazo de VIH; Afrontamiento; Enfermería.
History of the acquired immunodeficiency syndrome (AIDS) has changed considerably after the advent of the antiretroviral therapy (ART). In this context, it is relevant to note that Brazil, through the Unified Health System (SUS), has made available, free of charge, the medicines that are necessary for the disease, putting the country at the international forefront of Aids treatment (1) . Aids is a chronic disease, but proper treatment reduces the probability of illness, mortality, virus transmission, in addition to improving quality of life for people living with the pathology (2) . Diagnosis of HIV/Aids infection affects the individual, promoting psychological, physiological, and social alterations. Moreover, the numerous strict schedules of antiretroviral therapy -often with side effects, changes in lifestyle, and uncertainty and fear about the future -have significant impact. As a consequence, mental health problems -specially depression -may arise, often leading the individual to seek religious/ spiritual support, in addition to professional support, to cope with the disease (3) (4) . Religiosity is used as a way of strengthening by the individual in coping with the weaknesses that the disease can expose. Patients use faith as a source of strength, comfort, and hope for personal strengthening, to fight the disease, to try to understand the reason of such situation, and to reduce the fault imputed to those who get sick. It is also observed that patients who reported "no religion," but who believed in God, sought in Him a source of strength, comfort, and hope in coping with HIV (5) . The disease is still subject to prejudice and stigma imposed by society, and people living with HIV/Aids suffer difficulties, as in entering the labor market or in personal relationships. Religiosity becomes important, favoring the coping with the new challenges that the disease can bring. In this sense, the health professional must provide biopsychosocial support, which comprises religiosity, seeking to understand the positive or negative expressions and relations in the experience of illness, trying to comfort the anxieties of users and help them in seeking autonomy (5) . Therefore, it is relevant to conduct studies to deepen the analysis as to how people with HIV/Aids cope with the disease. Going beyond traditional observations about the impact of knowing of the disease, about the treatment, and about the social support for adaptation to the new conditions of life related to the disease, and taking as reference a new paradigm for health care focused on completeness, the observer discovers the reality of the patient's coping with the disease by religiosity and spirituality, aiming at better quality of life.
This study aimed to evaluate the religiosity and the religious/spiritual coping of people living with HIV/Aids.
METHOD

Ethical aspects
This research complied with the ethical precepts of Resolution No. 466/2012 of the National Health Council, and the research was approved by the Research Ethics Committee of the Hospital Universitário Oswaldo Cruz/Procape. Study design, location, and period This is a descriptive, cross-sectional study with quantitative approach, conducted in a reference HIV/Aids outpatient clinic in a university hospital of Recife-PE, Brazil, from June to November 2015. The hospital is a reference in infectious and parasitic diseases service in the state and receives patients from the entire Northeast region.
Population and sample
The study had participation of people living with HIV/Aids (PLWHA) who are provided regular care in the outpatient clinic, of both sexes, diagnosed with HIV for at least one year, aged from 18 years, who presented no cognitive alterations or neurological diseases that precluded participation in interview and who agreed to sign an informed consent. In the outpatient clinic, approximately 270 appointments are conducted per month.
To quantify the sample, sample size equation was applied for means, considering that the outcome variable is continuous quantitative. Among the scales used, we chose, as outcome to be considered in this estimation, the religious/spiritual coping scale, as it is the main variable and was used in a sample similar to the proposal (6) . We used α error of 5%, confidence level of 95%, standard deviation of 0.366, and error of 0.10, estimating a sample of 52 patients, who were interviewed. There was no refusal to participate.
Study protocol
Patients were accosted in the interval between appointments and waiting room of the specialized clinic. After instruction about the research and written informed consent to participate, interviews occurred in a private location, and companions could watch if patients so desired.
To guide the interviews, we prepared a data collection instrument, consisting of a questionnaire for sociodemographic survey, such as sex, age, origin, income (in minimum wages, BRL 788 in the period), years of education, religious affiliation, and data on HIV/Aids, among others; in addition to the Duke University Religiosity Index and the Religious/Spiritual Coping Scale (RCOPE).
The Duke University Religiosity Index (DUREL) is a scale of five items, developed by Koenig et al. (7) , which measures three of the main dimensions of religious involvement related to outcomes in health: organizational religiosity (OR, item 1): frequency of religious gatherings (such as masses, cults, ceremonies, study groups, or prayer groups, etc.); non-organizational religiosity (NOR, item 2): frequency of private religious activities (such as prayers, meditation, reading of religious texts, and listening or watching religious programs on television or radio etc.); intrinsic religiosity (IR, items 3-5): pursuit of internalization and full experience of religiosity as main objective of the individual; immediate purposes are considered secondary and achieved in harmony with basic religious principles.
The religious-spiritual coping scale is an instrument adapted and validated for the Brazilian population -based on a North American scale -by Panzini and Bandeira, who also performed validation of construct, criteria, and content and determined the reliability of the RCOPE, finding appropriate psychometric properties (6) . The instrument is composed of 87 items, which include questions relating to religion and spirituality to cope with stressing situations, instructing the participants to answer thinking specifically on the situation of the disease (HIV/Aids) (6) . Answers are given in Likert-type scale with five points, ranging from 1 (not even a little) to 5 (very much). Correlation of the scale was carried out according to the criteria proposed by the authors and enabled determining the following scores:
• Positive RCOPE: indicates the level of positive religious/ spiritual coping exercised by the person evaluated, through the mean of 66 questions of the scale's positive dimension; • Negative RCOPE: indicates the level of negative religious/ spiritual coping exercised by the participant, through the mean of 21 questions of the scale's negative dimension; • Total RCOPE: indicates the total quantity of religious/ spiritual coping strategies used, through the mean between the positive RCOPE index and the mean of the reversed answers to the 21 items of the negative RCOPE.
As the two dimensions present reverse direction, we could not make the simple mean between the positive and negative strategies. Thus, estimation of total RCOPE is enabled by reversal of negative RCOPE, and the higher its value the higher the total use of RCOPE by the person evaluated (6) .
The parameters used for analysis of mean RCOPE values according to their use by respondents were: no or negligible: 1.00 to 1.50; low: 1.51 to 2.50; medium: 2.51 to 3.50; high: 3.51 to 4.50; very high: 4.51 to 5.00 (6) . The scale also allows evaluation of eight positive religious/ spiritual coping factors (transformation of self, of life; pursuit of spiritual help; offer of help to another one; positive attitude in relation to God; pursuit of spiritual growth; pursuit of the institutional other; pursuit of spiritual knowledge; and detachment by means of God/religion/spirituality) and four negative coping factors (negative re-evaluation of God; negative attitude in relation to God; negative re-evaluation of significance, and dissatisfaction with the institutional other) (6) .
Analysis of results and statistics
The data were stored and analyzed with resources of descriptive and inferential statistics, using Epi-info 7.0 and SPSS 20.0 software. Characterization of patients is performed by the frequency, and the scores are presented in mean, standard deviation, and range. Association between the scales and subscales used was assessed by Pearson correlation coefficient, being considered strong if r≥0.8, moderate if 0.3≤r<0.8, and weak if r<0. 3 . Reliability in the use of scales was assessed by Cronbach's alpha, being considered with significant internal consistency (DUREL: α=0.83; Total RCOPE: α=0.86).
RESULTS
The sample was predominantly composed of male patients (35; 67.3%), aged below 50 years (33; 63.5%), single or with no companion (75.0%), from the metropolitan region (23; 44.2%) and from the capital (21; 40.4%). Most were retired (19; 36.5%) or employed (17; 32.7%), with income of up to 1.5 minimum wage (36; 69.2%), and with no child (23; 44.2%).
The main religious affiliation was to the Catholic Church (22; 42.3%) and Evangelical Churches (considering all denominations) (19; 36.5%), and only one was an atheist (1.9%). Considering this distribution and the sample size, in the statistical analysis the patients were considered as a single group, without division by category of affiliation. , and neurotoxoplasmosis (6; 11.5%) ( Table 2 ).
The sample showed high organizational religiosity (4.23±1.66), non-organizational religiosity (4.63±1.50), and intrinsic religiosity (13.13±2.84). Positive RCOPE was used in high mean scores (3.66±0.88), and negative RCOPE had low use (2.12 ± 0.74). In total, use of RCOPE was high (3.77±0.74), having predominated the positive RCOPE (NegRCOPE/PosRCOPE ratio=0.65±0.46).
The positive factors that showed high use by patients were transformation of self and/or life (4.11 ±1.09) and personal pursuit of spiritual growth (4.11±1.06), positive attitude in relation to God (3.95±0.73), detachment by means of God, religion, and/ or spirituality (3.90±1.29). The factor with the lowest use was actions in pursuit of spiritual help (2.83±1.20), probably because it is less associated with diseases with the chronicity of the disease. Considering the negative factors, all had low use (Table 3) .
Organizational religiosity had no significant association with any sociodemographic variable tested, nor with time since diagnosis. The non-organizational and intrinsic dimensions had weak to moderate association with age (p=0.037; p=0.028).
With regard to coping, PosRCOPE showed weak to moderate association with age (r=0.285; p=0.041), and NegRCOPE showed moderate inverse in relation to years of education (r=-0.337; p=0.014). These results indicate that, in the sample, with age increases the use of positive factors of religious/spiritual coping and that the lower the educational level the higher the use of negative factors. Time since diagnosis had no significant association with religiosity, nor with coping, noting that the sample was selected with a time since diagnosis of at least one year, based on the empirical assumption that the closer to diagnosis the more the patient may have increased spiritual needs and that, after one year, there is no significant difference considering the adaptation to the new reality (Table 4) . PosRCOPE had moderate and significant association with all dimensions of religiosity observed, mainly with intrinsic religiosity (r=0.76; p<0.001). NegRCOPE had virtually no association with religiosity, with no significant correlation. Total RCOPE -which represents the mean of all factors used -had significant relation with the three dimensions of religiosity evaluated, noting the moderate to strong association with intrinsic religiosity (r=0.75; p<0.001). These stronger associations with intrinsic religiosity indicate the reality that, in the sample, rather than the frequency of religious community or learned daily practice, individual values and beliefs are more important for coping with the disease and living with HIV/Aids ( Table 5) .
The ratio between negative and positive coping had moderate inverse association with the dimensions of religiosity, noting that the lower its value the higher the use of positive RCOPE strategies (Table 5) .
DISCUSSION
Regarding the sociodemographic variables of the individuals interviewed, most were male, aged over 50 years, single or without companions, retirees, with income of up to 1.5 minimum wage. Most respondents considered themselves catholics, followed by evangelicals. These sociodemographic variables showed similarity with those of another study already reproduced in Brazil (8) . Taking into account the diagnosis of HIV, considered a chronic disease, greater investment in health is required, due to the need of continuous treatment, focusing not only on the disease but on the individual's quality of life (9) . As to time since diagnosis, respondents had already lived with HIV for a mean of 9.92±6.34 years, and used ART for a mean of 8.47±5.72 years. In a similar study, the time since diagnosis of patients ranged from 1 to 28 years, with a mean of 6.25±4.91, and 88% used ART (10) . Early awareness of one's serological condition is a positive factor for the prognosis of HIV/Aids, as it enables initiating ART, providing reduction of viral load, improvement of the individual's clinical conditions and, consequently, of quality of life (11) (12) . As to comorbidities related to Aids, pneumonia was the disease that affected most respondents, followed by syphilis, tuberculosis, and neurotoxoplasmosis. In another national study, 50% of immunodeficient patients showed neurological infection (13) . Opportunistic pulmonary infections, such as tuberculosis and bacterial pneumonias, are more frequent in immunosuppressed patients (14) . In a retrospective study carried out with 225 patients in four Japanese hospitals from 1985 to 2012 on opportunistic diseases that affect PLWHA, 29.3% presented pneumonia, 2.7% tuberculosis, and 4.9% neurotoxoplasmosis (14) . With regard to religion, the three dimensions evaluated presented in high scores (organizational religiosity: 4.23±1.66; non-organizational religiosity: 4.63±1.50; and intrinsic religiosity: 13.13±2.84). The significant positive correlations between the three domains assessed and the positive religious/ spiritual coping show that, for the studied sample, the higher the religiosity the more it was used to cope with the disease.
Religion has been associated with better condition to deal with the problems developed by feelings of helplessness and denial experienced by PLWHA. Individuals who reported having religion presented higher levels of satisfaction in life, leading to better adherence to ART (15) . Religiosity and spirituality have been shown as significant coping strategies among this specific population (15) (16) (17) . PosRCOPE was used in high mean scores (3.66±0.88), and NegRCOPE had low use (2.12±0.74). In total, use of RCOPE was high (3.77±0.74), having predominated the positive RCOPE (NegRCOPE/PosRCOPE ratio=0.65±0.46).
According to this study, respondents consider religiosity/ spirituality as something important in coping with HIV, showing high score for total religious/spiritual coping. Moreover, positive coping was more used than negative coping, which corroborates results obtained in another study (18) . Becoming aware of the importance of religiosity/spirituality can help the nursing professional create a greater bond, of trust, with the patient, in order to establish religious coping strategies.
Individuals with lower educational level were those who most used negative scores for religiosity/spirituality. Studies show that low socioeconomic power and low educational level are predominant factors in HIV-positive patients, and that they are also related to low adherence to treatment and to nonpursuit of better quality of life (19) . However, with respect to religiosity and educational level, other studies show otherwise: the lower the educational level the higher the pursuit of religiosity/spirituality (20) . When RCOPE was associated with religiosity index, we observed strong association between RCOPE and intrinsic religiosity, which proves that the more the individual experiences religion completely the more positively this individual copes with the disease.
With a sample of 178 young or adolescent women and aiming to identify relations between the stigma of the disease and adherence to drug therapy, researchers concluded that religious/spiritual coping is a widely used strategy to cope with the stigma and increase adherence (21) . In a sample of PLWHA of both sexes, results of another study indicate that the spiritual well-being is a predictor of better coping with the stigma of the disease, measured in levels of associated depression (22) . In relation to adherence, a specific study comparing adhering and non-adhering patients in one year showed that religiosity and relation with God, trust in God and in His power, prayers, and participation in religious groups were significantly greater factors in the group of adhering patients (23) . RCOPE has a fundamental role in adapting to life with HIV/ Aids. A cohort of ten years with 177 PLWHA showed that, when dealing with situations that are potentially traumatic and of difficult adaptation -as approaching death, suffering from the stigma of the disease, poverty and limitations -most patients use spiritual coping, half experienced comfort, empowerment, growth, transformation, and gratitude, and one third found significance for the disease in their lives and underwent a process of resignification (17) . Following this line of research, an international publication analyzed the relations between RCOPE, religiosity, depressive symptoms, adherence to medication, and social support and various dimensions of self-reported quality of life, in a sample of 292 PLWHA (24) . Our study had a quite similar sample in relation to age, sex, treatment time, and other factors. Most interviewees prayed daily, attended institutions or participated in religious groups, and identified themselves as moderately or very religious. Patients who prayed daily and attended services weekly had better quality of life in the dimension related to mental health, better social support, spiritual and existential well-being, vitality, and overall health (24) . An international study with 177 people living with HIV assessed whether spiritual coping would be related to the disease's development and to health behaviors (adherence, safe sex, less substance abuse). After six months with monthly meetings, PosRCOPE (65%) was predominant in relation to NegRCOPE (7%), although 28% showed no significant use of RCOPE. Spiritual coping was associated with lower use/abuse of substances. PosRCOPE was predictor of increased levels of CD4+ and lower viral load, suggesting psychoneuroimmunological pathways that justify the phenomenon observed (16) . Another research, even more comprehensive, investigated the relations between PosRCOPE and viral load, CD4 count, quality of life, symptoms of HIV, depression, and spiritual well-being. A total of 429 patients with HIV/Aids were evaluated for one year, and positive RCOPE was associated with better positive results, as well as negative RCOPE was associated with worse results (25) . Researches, to date, have emphasized the behavioral aspects of patients who live with HIV/Aids, such as sexual function and social support (26) . The works now presented support the international concern in making clear the need to address the religious/ spiritual issue, not only in the sphere of research but also by extrapolating these findings to changes in practice with patients (27) .
Study limitations
This study had as limitation a certain degree of difficulty during data collection, since the proposed theme enters the patient's privacy concerning the diagnosis of HIV and can cause a certain embarrassment in participating in the study, requiring the creation of a researcher-patient bond. In addition, the Religious/Spiritual Coping Scale is extensive and was applied in the Specialized Care Service while patients waited for the appointment with the specialist, also because of the nonpreparation of a nursing care plan in this service, which confirms the necessity of developing researches on the Systematization of Nursing Care (SNC) in relation to PLWHA.
Contributions to the fields of nursing, public policy, and public health Considering that and the nurse's role in providing care to PLWHA, it is important to create a patient-professional bond, as well as include the religious/spiritual practice in this context, since it can assist in accepting the diagnosis, in coping with the disease, in behavioral change, and in improving adherence to ART, leading to better quality of life and, consequently, to decreased morbidity and mortality and transmissibility of the disease.
CONCLUSION
HIV/Aids is a disease of chronicity, marked by the stigma imposed by society on PLWHA. Furthermore, all the changes the disease brings to an individual's life, the effects of medicines, and the restrictions have negative effect on well-being and tend to favor depression and nonadherence to medication.
With this study, it was observed that religiosity and spirituality play an important role in coping with HIV, since the participants experience the intrinsic religiosity, and the religious/ spiritual coping was used significantly and positively.
Considering the findings, in order to promote religious/ spiritual coping, health professionals should use knowledge on religiosity and spirituality in their professional practice, because these are mechanisms that can help patients in accepting the disease and in improving the quality of life.
Researches shows that social and family support strengthens the coping of PLWHA. Studies such as this one, as well as the literature reviewed in the discussion of these results, endorse how important it is that professionals recognize spiritual needs and intervene in this regard. Fostering religious activity and RCOPE mechanismsseen in the past as inappropriate interventions in clinical practice -becomes increasingly more pressing in a holistic approach.
